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The syndrome of Minimal Brain Dysfunction (MBD) in ch ildr en ha s been
well described by a number of authors. Such children we re fir st described
in 1941 by Werner and Strauss( 1) who made a dist inction between brain injury
and -simple- mental retardation. In the past such terms as Hype r a c t i v e Child
Syndrome, Minimal Brain Damage, and Hyperkinetic Behavior Synd rome have been
used to describe this syndrome.
MBD in children has been renamed Attention Def icit Di sorde r (ADD) in
DSM-III. This disorder is characterized by developmental l y inappropriate
inattention and impulsivity. The impulsive shifting o f a ttention is
increasingly being recognized as the central deficit i n c hi l dren who previously
were classified in terms of their hyperactive behavior .
It has been demonstrated that ADD need not end i n childhood, but may
continue into adult l ife(2-lB) when it is designa ted At ten t i o n Deficit
Disorder-Residual Type (ADD-RT) in DSM-III. The purpose o f t his paper is
to show that ADD-RT is a distinct diagnostic entity, whi ch may exist with
and be confused with a variety of other psychiatric syndromes .
Patients with ADD-RT show basic impairment in ability t o f ocus attention.
They may have symptom complexes and behavioral patterns t h a t frequently lead
to misdiagnosis and consequently ineffective t reatmen t. With the proper
medication, remarkable improvement in the presenting symptoms and in the
abil ity to wo rk in therapy may occur, leading to c ha n ge s in personality
structure and behavior.
Case Report
A 29 year old divorced, unemployed white male livin g wi th his parents,
came to the emergency room. He complained of -ta~k ing too much , - a n inability
to stop drinking, anxiety and chronic d iff iculties in i nterpersonal
relationships.
The history was gleaned from hospital records , f a mily membe r s and the
patient. It is rather lengthy and will be present ed i n terms of salient
positive f ind ings.
The patient has had life long problems with d i f f i c u l t y completing tasks
and impulsivity . . As a child he was descr ibed as bein g hype rac t i v e , clumsy
and impulsive. He was evaluated at the Childrens Hosp ital o f Ph iladelphia,
and was d iagnosed as having Minimal Brain Dysfunct ion . His problems continued,
despite counselling at s chool and he eventually d r opped ou t in ninth grade
despite a high IQ. lie has continued to do poorly in soc i e ty, not being able
to hold a job or establish a l o ng- t erm r e l ati o n s hip.
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He became heavily involved i n d r ug a buse, a nd thro ugh this as well a s
h is erratic behavior, entered the psychiat r ic ca re system in his late teens .
He has been hospitalized repeatedly, d iagnosed variously as having Bipolar
Disorder-Manic phase, Paranoid Schizophrenia, numerous Persona l i t y Disorders,
and Substance Abuse. Physical examination never showed a ny abnormalities
and EEG and CAT scans have been normal . He fa iled to respond on three trials
of Lithium, treatment with anti psychotics including Haldo l , Thorazine,
Prolixin, Loxitane, Stelazine, Navane, minor tranquilizers, and methadone.
The patient d id show a short-lived moderate improvement t o ECT in a prior
hospitalization. The course of his previous psychiatric hospi t a l i za t i o n s
is well summarized by a remark from a 1981 discharge s ummary: -It was very
difficult to keep him in the group therapies, because he would ~ 'Jmp put in
the middle and behave inappropriately. This was all pa r t o f t he picture
of his hypomania which was unresponsive to antipsychot ic medi c a t ion as well
as Lithium. Most that could be done for him was to give him so muc h medication
that he would sleep I however, after waking, the patient wou ld behave i n exactly
the same manner .-
Family History
The patient has a son diagnosed as having Attention Def i c i t Di sor d e r ,
who is being treated with methylphenidate (Ritalin) . Th e patient's father
and brother have been treated for alcoholism .
Mental Status Exam
The patient presented as a short, swarthy, youth f u l -ap pea r i ng white
male patient with normal gait and coordination dressed in hospital clothes,
wi th poor personal hygiene. He shook hands i n an engaging f ashion, was
extremely fidgety (constantly moving his hands and feet) and marked ly a nxious.
He displayed tense posture. He smiled f requently a nd jumped q u i c k l y from
one subject to another. His speech was rapid and had a pressured q uality.
His affect had fair range and was mood congruent (at times s omewhat euphoric).
His manner was generally pleasant and coope rat ive. He seemed to be qui te
disorganized in his thinking with marked d istractab i l i t y a nd poor
concentra tion: his attention was wandering . He could s tay on one thought
fo r only a few minutes and then moved on to something else. Indicators of
psychotic thinking (e .g ., c i rcumstantiality, i d e a s of r eference , d e lus i ons ,
loose associations, auditory-visual hallucinations , e t c.) we re not present.
The patient was o riented to time, place and pe rso n . Me mo r y was intact .
General information showed poor fund of knowledge . The pa t i en t i nterpreted
p roverbs adequately, but had poor judgement and limited i n sight.
Hospital Course
After being . admitted to a closed psychiatr i c unit , he wa s started on
pemol ine (Cylert), a non-amphetamine central nervous s ys t em stimulant. The
i ni t i a l dose was started at 37 .5 mg once da ily a nd wa s gradually titrated
(by i ncr e me n t s of 18 .75 mg every three days) up t o 7 5 mg p. o. in one morning
dose . After the f irst dose, a positive response wa s n oted. He became less
i ntru s i ve wi th decrease i n motor a c t i v i t y, talkativeness, and a slowing o f
71
-racing thoughts. - For the first time in many hospitalizati ons he wa s able
to contribute to and benef i t from the milieu. A gradual i mprovement was
noted by staff, patient and family members during h is t h ree week
hospitalization and has continued for several months while at tend ing partial
hospital.
Discussion
ADD-RT can be diagnosed according to two schemes:




once met the criteria
This information may
family members.
for Attention Def icit Disorder wi t h
come from the individual o r from
B. Signs of hyperactivi ty are no longer present, but other s igns of the
illness have persisted to the present without periods of remiss i on , as
evidenced by signs of both attentional deficits and i mp u l sivity (e . g.,
difficulty organizing work and completing tasks, difficulty concent r ati ng ,
being easily distracted, making sudden decisions without thought o f the
consequences I.
C. The symptoms of inattention and impulsivity result i n some i mpa irment
social or occupational functioning.
D. Not due to Schizophrenia, Affective Disorder, Severe o r Profound Ment a l
Retardation, or Schizotypal or Borderline Personality Disorders.
Utah Criteria(l,2,3,41:
A. Motor hyperactivity persisting from ct.ildhood
B. Attentional deficits persisting from childhood
C. Affective lability
D. Inability to complete tasks
E. Hot or explosive temper
F. Impaired interpersonal relationships over time
G. Impulsivity
H. Stress intolerance
Exclusion criteria: The subject never met DSM- II I c r iteria f or
schizophrenia, schizoaffective disorder, primary affective d isor d e r ,
schizotypal personality, or profound mental retardation o r border l i ne
personality disorders.
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Tn this case we were concerned that the patient failed by t he exc lus ion
criteria, since he had a diagnosis of primary affective disorder i n the past.
This was weighed against the following:
1. History of ADD as a child that appeared to continue into adulthood .
2. Positive family history; (al patient's son is a "hyperactive child " treated
presently with methylphenidate. (bl The patient's father and brother
have a history of alcohol abuse which has been associated with ADD-RT(2l,
25,261.
3. The patient gave a seemingly paradoxical history of being able t o "relax ,
cope and keep my mouth shut" when abusing amphetamines(29,301.
4. Extensive history of treatment failure.
After much discussion and consideration, it was felt that a tr i al of
a stimulant was indicated. Past studies of ADD-RT have demonstrate d that
stimulant medication produces significant improvement i n adul ts( 19- 221 .
Pemoline was chosen because it has been shown to have less abuse potential( 271 .
Its longer action makes possible a one time daily dose(281.
It has been theorized that patients with ADD not only have i mpairment
in focusing attention on the exterior world, e .g ., reading, b ut al so have
difficulties in focusing on the "internal world" of feelings and t hou ghts,
e.g., experiencing subtle emotional states. From this pri ma ry de f i c i t a
number of secondary psychological and behavioral abnormalities occur .
This case serves to demonstrate that ADO-RT may present as "hypoman i a "
that does not respond to classical treatment. It also shows the importance
of careful history taking. Medication can produce a quick change i n capac i t y
to focus attention and concentration, yielding symptomatic relief and hel pi ng
the patient to use psychotherapy to begin to alter characterologic problems.
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